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ABSTRACT 
 
Carolyn Tompsett, Advisor 
 
 Exposure to violence has been linked to various negative outcomes, including poor 
physical health, increased internalizing symptoms, and decreased satisfaction with life. Prior 
research has looked at various community characteristics that protect against these poor 
outcomes for the individual community members. However, less is known about whether 
community characteristics moderate the relation between victimization and overall wellness, and 
whether they operate differently across the lifespan. The current study examined the relation 
between victimization, community support, and three measures of well-being (physical health, 
internalizing symptoms, and satisfaction with life) in a community sample from rural Appalachia 
(N=1,023) ranging in age from 12 to 30 years old. Linear regression analyses revealed significant 
main effects: recent exposure to violence was negatively associated with all three aspects of 
well-being, lifetime exposure to violence was negatively associated with physical health and 
internalizing symptoms, and community support was positively related to all three outcomes. 
When controlling for age, gender, and income, models predicted 14% of the variance in physical 
health (R2 = .138, p < .001), 20% of the variance in internalizing symptoms (R2 = .204, p < .001), 
and 12% of the variance in satisfaction with life (R2 = .117, p < .001). No significant interactions 
were found, indicating that, contrary to hypotheses, community support does not moderate the 
relation between exposure to violence and well-being. Exploratory age analyses showed similar 
patterns of prediction among adolescents, young adults, and middle adults. Future research 
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should consider different ways to bolster community support as a means of promoting well-being 
among all age groups.  
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INTRODUCTION 
 Exposure to violence—including family, intimate partner, and community violence—has 
long been linked to negative psychological outcomes. Outcomes of violence exposure include 
depression, anxiety, hopelessness, posttraumatic stress, and all types of internalizing problems 
(e.g., Buckner, Beardslee, & Bassuk, 2004; Buka, Stichick, Birdthistle, & Earls, 2001; Fowler, 
Tompsett, Braciszewski, Jacques-Tiura, & Baltes, 2009; Johnson et al., 2002; Turner, Shattuck, 
Hamby, & Finkelhor, 2013). Further, both direct and indirect (i.e., witnessing violence) 
victimization have been linked to negative physical health outcomes, including poor general 
health, injury, chronic pain and functional disability (e.g., Bohn & Holz, 1996; Bonomi et al., 
2006; Campbell, 2002; Campbell et al., 2002; Kendall-Tackett, 2002; Plichta, 2004; Plichta & 
Falik, 2001; Quinn, 2014). Even after the violence is no longer an immediate threat, the negative 
outcomes of exposure to violence in childhood and adolescence can endure into adulthood; a 
history of childhood violence has been associated with depression, anxiety, suicidality, and even 
decreased economic potential in adulthood (Benjet, Borges, & Medina-Mora, 2010; Copeland, 
Wolke, Angold, & Costello, 2013; Covey, Menard, & Franzese, 2013; Currie & Spatz-Widom, 
2010; Hooven, Nurius, Logan-Greene, & Thompson, 2012). However, not all victims experience 
the same detrimental outcomes following victimization. When studying differential responses to 
violence, researchers often examine protective factors (e.g., Killian, 2004). The current study 
examines community support as a collective protective factor that promotes well-being, and 
whether living in a supportive community can lessen the negative impact of either past or present 
exposure to violence; it further examines whether community support differentially affects 
negative outcomes at various ages.    
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Polyvictimization 
While different forms of violence and their effects are often studied in isolation, many 
people who are victims of one specific type of violence are also exposed to other types (Hamby, 
Finkelhor, & Turner, 2012; Hamby & Grych, 2013). Research has demonstrated that exposure to 
multiple forms of violence—polyvictimization—is far more influential in accounting for 
elevated trauma scores than is either severity or chronicity of exposure to one specific type of 
abuse (Hamby & Grych, 2013). Further, people who are victims in one domain are significantly 
more likely to also be victimized in another; these findings were consistent across age groups 
and developmental levels (Finkelhor, Shattuck, Turner, Ormrod, & Hamby, 2011). Since 
different forms of abuse are inextricably connected for many people, studying the collective 
effects of different forms of violence—rather than focusing on specific types of violence in 
isolation—offers a more informative picture of the adversity faced by most victims (Finkelhor et 
al., 2011).  
Polyvictimization is a relatively new introduction to the victimization literature. Many 
studies, even ones that measure multiple domains of violence, operationalize victimization 
differently (Finkelhor, Ormrod, & Turner, 2009). When studies examine multiple types of 
violence, some opt to weight certain types of exposures to reflect the fact that some exposures 
(e.g., childhood maltreatment and sexual assault) have a stronger effect on trauma symptom 
scores (e.g., Finkelhor, Ormrod, et al., 2009); however, many consider all types of exposure 
statistically equal and, most often, use a sum score to assess the extent of exposures (e.g., 
Hooven et al., 2012; Kliewer & Lepore, 2014; Turner et al., 2013). To measure recent exposure, 
much of the existing literature focuses on exposure to violence within the past year (e.g., 
Browne, Salomon, & Bassuk, 1999; Finkelhor, Hamby, Ormrod, & Turner, 2005; Finkelhor et 
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al., 2011; Turner et al., 2013); whereas, many other studies focus on lifetime exposure to 
violence (e.g., Buckner et al., 2004; Covey et al., 2013; Currie & Spatz-Widom, 2010). However, 
researchers rarely include both recent and lifetime exposure to violence in the same models 
(Clark et al., 2008; Finkelhor, Turner, Ormrod, & Hamby, 2009). In one notable exception, 
Finkelhor, Ormrod, and Turner (2009) included both prior year and lifetime victimization in the 
same statistical model, and found that the total number of lifetime victimizations was a strong 
predictor of current distress even when controlling for recent victimization. We chose to follow 
this precedent and include both measures in the same model; for many victims, measuring only 
recent or lifetime victimization does not accurately capture the adverse effects of exposure to 
violence.  
Lifetime Links to Violence Exposure 
 Exposure to violence in childhood or adolescence has been linked to elevated 
internalizing and somatic symptoms in multiple age groups, including toddlers (Drell, Siegel, & 
Gaensbauer, 1993; Fantuzzo et al., 1991; Hughes & Barad, 1983; Zeanah, 1994), school-aged 
children (e.g., Kaufman, Ortega, Schewe, & Kracke, 2011), and adolescents (e.g., Fowler et al., 
2009; Kliewer & Lepore, 2014). For example, children and adolescents who are exposed to 
violence are more likely than their non-victimized peers to suffer from depression, anxiety, post-
traumatic stress disorder, intrusive thoughts, sleep problems, cognitive delays, and academic 
challenges (e.g., Kaufman et al., 2011; Kliewer & Lepore, 2014; Lambert, Boyd, Cammack, & 
Ialongo, 2012; Lambert et al., 2012; Rosario, Salzinger, Feldman, & Ng-Mak, 2007).  
 Exposure to violence in childhood and/or adolescence can also leave lasting negative 
impacts that endure into adulthood (e.g., Benjet et al., 2010). For instance, children who are 
psychologically, physically, or sexually abused are at increased risk for developing a range of 
Community Support, Exposure to Violence, Well-Being  4 
internalizing psychiatric symptoms in adulthood, especially mood and anxiety disorders (Benjet 
et al., 2010; Copeland et al., 2013; Hooven et al., 2012). Further, adults with a history of 
victimization are also more prone to long-term physical health problems (Olofsson, Lindqvist, 
Shaw, & Danielsson, 2012), including chronic pain, insomnia, arthritis, and cardiovascular 
disease (Draper et al., 2008). Childhood victimization has also been associated with increased 
economic hardships in adulthood (Currie & Spatz-Widom, 2010), even after statistically 
controlling for parents’ socioeconomic status at the time of victimization (Covey et al., 2013). 
Collectively, these findings suggest that the negative effects of exposure to violence on physical 
health and internalizing symptoms do not cease when the violence is no longer an immediate 
threat.  
Proposed Pathways 
 While the negative outcomes associated with violence exposure are well established, we 
know less about the underlying mechanisms through which violence affects physical health and 
internalizing symptoms. Researchers have proposed several potential pathways through which 
violence adversely affects health and well-being.  
 Developmental Models. Childhood and adolescence encompass crucial developmental 
periods--socially, cognitively, and physically (WHO, 2015a, 2015b). Researchers have argued 
that exposure to violence disrupts these normal developmental processes and leaves individuals 
prone to developing maladaptive patterns (Carpenter & Stacks, 2009; Flynn, Cicchetti, & 
Rogosch, 2014; Kendall-Tackett, 2002). For example, Flynn, Cicchetti, and Rogosch (2014) 
describe a developmental-organizational model in which an individual is faced with stage-salient 
tasks, and the resolution (whether successful or failed) is integral to how s/he adapts to and 
organizes subsequent environmental demands; incomplete or maladaptive resolution can 
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interfere with competent completion of later developmental tasks. Their model, primarily 
focusing on childhood maltreatment, argues that maltreatment leaves children vulnerable to 
incomplete development, and these resulting vulnerabilities are carried forward throughout 
adolescence and even into adulthood. For instance, a maltreated child is at a higher risk for 
developing insecure or disorganized attachment styles, and these attachment styles are likely to 
manifest in later peer relationships (Cicchetti & Lynch, 1993).  
Another such developmental pathway suggests that early exposure to violence disrupts 
the development of emotion regulation skills—which can contribute to poor coping skills and a 
dysregulated response to stress—leaving an individual at elevated risk for depression and 
suicidal behavior (Carpenter & Stacks, 2009; Hooven et al., 2012). Carpenter and Stacks (2009) 
also note that early exposure to violence could possibly disrupt a child’s neurological 
development, which could then further disrupt other processes (such as the development of 
emotional regulation skills).  
 Chronic Stress. Researchers have also examined chronic stress as one possible 
mechanism through which exposure to violence can lead to psychological and physiological 
illness. During times of stress (e.g., when witnessing violence) the body undergoes various 
psychological, neurological, and/or hormonal changes, leaving it vulnerable to decreased 
physical health and increased internalizing symptoms, such as depression and anxiety (e.g., 
Resnick, Acierno, & Kilpatrick, 1997). For example, the stress sensitization model proposes that 
an excess of stressors early in life (particularly childhood abuse and neglect) can lower a 
physiological threshold for reacting to stressors later in life, leaving adults with a history of 
childhood abuse at an increased risk for depression in adulthood (Benjet et al., 2010; Heim et al., 
2002). Similarly, Resnick, Acierno, and Kilpatrick (1997) proposed that violence leads to 
Community Support, Exposure to Violence, Well-Being  6 
stress—which impairs immune, endocrine, and autonomic functioning—in turn leading to an 
increased risk of developing long-term psychological and/or physiological symptoms. 
Researchers have also noted that generalized stress is associated with unhealthy and high-risk 
coping behaviors (e.g., substance abuse); these risky behaviors potentially contribute to the long-
term health consequences of victimization (Kendall-Tackett, 2002; Resnick et al., 1997).   
 Internal Working Models. Internal working models comprise a person’s beliefs and 
attitudes, and they influence how people interpret stressful life events; in turn, these 
interpretations can influence both physical and internalizing disorders (e.g., Kendall-Tackett, 
2002). In one review, the authors propose that childhood victimization leads individuals to view 
their environment as unsafe and the world as dangerous; therefore, they approach situations with 
mistrust and underestimate their self-efficacy, leading to chronic perceptions of helplessness, 
hopelessness, and powerlessness (Kendall-Tackett, 2002). Similarly, Bucker et al. (2004) and 
Kaufman et al. (2011) both proposed that children who are exposed to violence are more likely 
than their non-victimized peers to perceive their environment as unsafe and to perceive 
themselves as powerless. These perceptions can lead to low self-esteem and high hopelessness, 
both of which have been linked to a heightened risk of developing internalizing disorders 
(Buckner et al., 2004). 
Resilience Following Adversity 
 While the effects of violence can be detrimental and enduring, focusing only on increases 
in physical and internalizing symptoms does not adequately capture the toll that violence 
exposure takes on individual well-being. An absence of symptoms was once considered 
sufficient for “well-being,” but definitions have been changing to instead conceptualize wellness 
as a dynamic continuum separate from that of mental illness (Bircher, 2005; Huber et al., 2011; 
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Keyes, 2007); this distinction acknowledges that many people can simultaneously experience 
components of both wellness and illness. Keyes (2007) argues that health consists of both the 
presence of positive human capacities and the absence of disease. He reviewed several studies of 
subjective well-being and compiled a list of common elements that are necessary for flourishing, 
including positive emotions towards one’s own life, positive social functioning, and basic coping 
skills. In addition, Keyes (2007) suggests a redefinition of mental health to include not only an 
absence of symptoms but also more functional goals, resilience, social intimacy, and lower levels 
of helplessness. Therefore, a wellness-based approach not only contrasts a deficit-based 
approach, but also actively fosters an individual’s unique strengths and interpersonal resources 
(Seligman & Csikszentmihalyi, 2000) to promote multiple facets of wellness. Considering both 
psychological symptoms and indicators of wellness can provide a more comprehensive approach 
to understanding how exposure to violence affects both individuals and communities. 
 A wellness or strength-based approach can inform the study of adversity by exploring 
how people use various individual and interpersonal resources to adapt following trauma (Grych, 
Hamby, & Banyard, in press). The term “resilience” very broadly refers to the capacity of 
systems—note that an individual can be a system—to withstand or recover from stress (Masten, 
2007). Resilience as a construct was initially studied in children who had experienced significant 
or chronic stressors, yet did not exhibit psychological problems associated with such adversity 
(e.g., Garmezy, Masten, & Tellegen, 1984). Since then, researchers have moved beyond risk 
reduction to identification and promotion of protective factors, or psychological factors that 
foster competence and wellness; resilience fundamentally depends on identifying adaptive 
functioning in relation to risk (Masten, 2007). Protective factors can function on the individual or 
collective level and are often the targets of prevention and intervention efforts (Benard, 1991).  
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 Studying both symptom reduction and wellness promotion is crucial to the understanding 
resilience; fostering resilience requires the enhancement of personal and environmental attributes 
that promote healthy development (Benard, 1991). For instance, self-esteem has been identified 
as an individual trait that can serve to mediate the relation between exposure to violence and 
subsequent post-traumatic symptoms (e.g., Dubow et al., 2012). Protective factors can be 
individual traits, interpersonal factors, or broader environmental factors (Grych et al., in press). 
For many people, protective factors are closely intertwined; for instance, having a higher 
socioeconomic status often influences individual, relational, and environmental assets. However, 
this is not always the case. Of note, Benard (1991) argues that individual protective resources 
can be found even in environments that are largely characterized by risk. Further, which 
protective factors are most influential will vary within and between individuals depending on 
needs and available resources (Werner, 1995).  
Community-Level Protective Factors 
 Researchers in community psychology have examined how neighborhoods can operate as 
either protective or risk factors. Bronfenbrenner (1977), in his Ecological Systems Theory, 
posited that individuals are nested within concentric systems such as the family and 
neighborhood. In this context, both adverse and positive elements can exist in different systems, 
and neither is mutually exclusive. Even though violence in a given environment can substantially 
impact an individual’s development, so too can positive, protective factors that may promote 
individual strengths and act as a buffer against the negative impacts. For instance, a child who is 
exposed to violence in school may be at an elevated risk for increased internalizing symptoms, 
but a supportive home environment could help to lessen the negative effects. Similarly, living in 
a supportive community might help protect a child from developing maladaptive internal 
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working models (Kendall-Tackett, 2002), as having access to supportive adults might help 
prevent the child from believing that all environments are unsafe. In this sense, the ecological 
systems theory can provide a framework for situating the multiple, sometimes conflicting 
influences—including both adverse and protective factors--in human development.  
Operating from Bronfenbrenner’s (1977) model, Masten (2007) lists community systems 
as “hot spots” for multilevel research, particularly applicable to prevention. Collective Efficacy 
(Sampson, Raudenbush, & Earls, 1997) is a predominant construct in the neighborhood 
literature. Collective Efficacy measures a neighborhood’s informal social control and cohesion, 
or neighbors’ willingness to intervene in observed delinquency; higher levels of cohesion have 
been linked to overall lower crime rates, particularly lower rates of violent crime (Sampson et al., 
1997). Communities can also provide support in other informal ways, including having positive 
and accessible role models for community youth, as well as more tangible support, such as 
neighbors being willing to loan each other items or offer assistance in an emergency (Benard, 
1991; Roberts, Hamby, Grych, & Banyard, 2015; Unger & Wandersman, 1985). Actively 
building a strong sense of community benefits the individuals who comprise it, and informal 
social relationships that enhance both emotional and instrumental support are a primary 
component in fostering a sense of belonging in a community (Chavis & Wandersman, 1990). 
Therefore, a comprehensive measure of supportive community characteristics should assess 
informal social aspects, such as the extent to which youth have prosocial, meaningful ways to 
spend their time and the extent to which neighbors informally support one another (Roberts et 
al., 2015). Prosocial, supportive communities have been linked to numerous positive outcomes, 
including mental health (Gravel & Beland, 2005) and physical health (e.g., Kobetz, Daniel, & 
Earp, 2003; Patrick & Wickizer, 1995; Pickett & Pearl, 2001). However, less is known as to 
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whether individuals differentially benefit from prosocial communities at different ages. Very few 
studies have examined how youth might benefit from living in prosocial neighborhoods, but 
when considering the different developmental needs of children and adults (and to some extent, 
the different levels of autonomy), one might expect that children and adults would experience 
communities somewhat differently. For instance, a child may benefit from living in a community 
with safe places to play, while an adult may benefit more from a community with nearby job 
prospects; we would expect different developmental, social and economic needs to be associated 
with different benefits of communities. 
The Current Study 
 The current study aims to assess potential communal resources by measuring collective 
efficacy, informal community support, and support for community youth; further, it aims to 
explore whether or not community resources operate differently across the lifespan. The current 
study examines whether current community support moderates the relation between exposure to 
violence—operationalized as the number of domains of victimization both recently and over the 
lifetime—and well-being, including physical health, internalizing symptoms, and satisfaction 
with life. It also examines whether effects differ across the lifespan. As research has 
demonstrated non-linear relations between age and both physical health (WHO, 2000) and 
subjective well-being (Stone, Schwartz, Broderick, & Deaton, 2010), the current study also 
includes quadratic terms for age to account for potentially non-linear relations with outcome 
variables. 
Statement of Hypotheses 
 Hypothesis 1. Exposure to violence will predict all three measures of well-being, with 
higher levels of exposure predicting lower levels of wellness.  
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 Hypothesis 2. Community support measures will significantly predict measures of well-
being, with higher levels of community support predicting more wellness.  
 Hypothesis 3. Community support will moderate associations between exposure to 
violence and wellness; at high levels of community support, the negative relation between 
exposure to violence and well-being will be weaker. Similarly, at low levels of community 
support, the relation between victimization and self-reported well-being will be stronger.  
 Hypothesis 4. Associations between exposure to violence, wellness, and community 
support will vary by age. However, as little is known about how community effects vary across 
the lifespan, analyses of age will be exploratory. 
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METHODS 
Participants 
 As part of a larger study on character development and personal strength, 1,023 
individuals from largely rural areas of Southern states were surveyed (for more information on 
Resilience Portfolio Study 1, see Hamby, Grych, & Banyard, 2013). Participants used in the 
current analyses ranged in age from 12 to 30 years old (M=21.47 years; SD=4.74 years; see 
Table 1 for age distribution), and 61% were female. Race and ethnicity data were similar to 
Census data for the region, with 76% of participants reporting White Non-Latino, 10% Black 
Non-Latino, 4% reporting multi-racial, and the remainder reporting either Asian, American 
Indian, Alaska Native, or Hawaiian/Pacific Islander; 8% of the sample were Latino/a. 
Our sample was largely drawn from rural regions, with 19% of the sample living in an 
area with fewer than 2,500 residents, and another 72% living in a small town with fewer than 
20,000 residents. Regarding educational attainment, 22% of participants were currently enrolled 
in middle or high school, 30% were high school graduates, 6% graduated college, and 3% 
reported any education beyond college.  When asked about employment status, 30% reported 
being a student, 27% reported full-time employment, 14% reported part-time employment, and 
19% reported unemployment. Over a third (44%) of the sample reported a total household 
income in 2012 of less than $20,000, 38% reported less than $50,000, and 18% reported more 
than $50,000. Similarly, 41% of participants reported receiving public financial aid.  
Procedure 
 Participants were recruited through a range of advertising techniques, which allowed us 
to reach segments of the population rarely included in psychological research. The majority 
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(73%) were recruited at local community events, such as local arts and crafts festivals, county 
fairs, and holiday events. Another 16% of participants were reached through word-of-mouth 
(primarily by prior participants). The remaining 11% of participants were recruited through a 
variety of other strategies, including newspaper and radio ads, flyers, and direct mail. 
Interviewers met participants during both daytime and evening hours, as well as in multiple 
locations throughout the community; locations included our research center, participants’ homes, 
and local restaurants. Many participants had limited access to transportation or conflicting work 
schedules, so this flexibility provided more people an opportunity to participate. Given the 
limited and often unreliable cellular and internet service still found in this region of Appalachia, 
the survey software (Snap 10) was chosen specifically to function without internet connectivity. 
The survey was administered on laptops and iPads using a computer-assisted self-interview 
(CASI) with an audio option. Despite technical problems (such as iPads overheating) and time 
limitations preventing some individuals from completing the survey, the overall completion rate 
was 85% and the median completion time was 51 minutes. Considering that completion rates are 
often less than 70% (Abt SRBI, 2012) and sometimes even as low as 50% for longer surveys 
(Galesic & Bosnjak, 2009), this completion rate is especially good. All participants received a 
$30 Walmart gift card and information on local resources. The Institutional Review Board (IRB) 
of The University of the South approved all procedures, and the Human Subjects Review Board 
(HSRB) at Bowling Green State University approved the use of these data.  
Measures 
Victimization. Two measures were used to assess lifetime prevalence of four different 
types of victimization. The Juvenile Victimization Questionnaire (JVQ; Finkelhor et al., 2005) is 
a widely-used measure that assesses a wide range of interpersonal victimization with three 
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primary subscales: Caregiver Maltreatment (Cronbach’s alpha = .79), Exposure to Domestic 
Violence (Cronbach’s alpha = .85), and Peer and Community Victimization (Cronbach’s alpha = 
.83). The Partner Victimization Scale (Hamby et al., 2013) was used in conjunction with the JVQ 
to assess intimate partner victimization. In our sample, internal consistency (Cronbach’s alpha) 
for the PVS was .82.  
Minors were not asked victimization items that would require mandated reporting to 
authorities (one item in each scale, both about sexual victimization), and participants who 
reported never having been in a relationship were not asked items on the PVS. Therefore, these 
analyses only include participants that reported having been in at least one relationship, and only 
include items that are asked of all participants (meaning sexual victimization is not represented). 
For both scales, items asked about specific victimization experiences, and responses were 
yes/no (see Appendix A for items). A response of “yes” was scored as 1, while a response of 
“no” was scored as 0. Scores were further dichotomized by subscale; for each subscale, 
participants received a score of 1 if they endorsed any item within that subscale, and a score of 0 
if they did not endorse any items. Scores for each subscale were then summed to create both 
indices of polyvictimization, with higher scores indicating exposure to more types of violence.  
If participants endorsed an item, they were then asked a series of follow-up questions 
about that particular victimization, including the age at which it occurred. Age ranges included: 
Early Childhood (birth to 5), Childhood (6-12), Adolescence (13-18), Early Adulthood (19-25), 
and Adulthood (26 or older).  
In order to more specifically account for recency and chronicity of victimization, 
victimization scores are divided into recent and lifetime categories. The number of victimization 
domains that a participant endorsed (0-4) during their current developmental period comprised 
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their recent victimization score, and the number of domains that a participant endorsed (0-4) 
during any of the prior developmental periods—but excluding the current period—comprised 
their lifetime victimization score.  
Community Characteristics. Community characteristics were assessed using 11 items 
from three scales: the Neighborhood Collective Efficacy Index (Sampson et al., 1997), the 
Support for Community Youth Scale (U.S. Air Force, 2011), and the Informal Community 
Support Scale (U.S. Air Force, 2011). Participants were instructed to answer about the 
community in which they resided at the time of the survey. The Neighborhood Collective 
Efficacy Index (Sampson et al., 1997) is a widely-used measure that assesses informal social 
control and social cohesion; we selected 4 of the 10 original items. The remaining items were 
adapted from the 2011 Air Force Community Assessment (U.S. Air Force, 2011) to measure 
support for youth as well as tangible and intangible community support; we made minor wording 
edits to broaden applicability beyond a military sample. For each item, participants answered on 
a 4-point Likert scale ranging from “not true about my community” to “very true about my 
community;” final scores were a prorated mean calculated for all participants who answered at 
least half of the items in the scale, with higher scores indicating more community support. In our 
sample, internal consistency (Cronbach’s alpha) was .85. See Appendix for items.  
Well-being measures. Three measures were used to capture physical health, 
internalizing symptoms, and satisfaction with life (subjective well-being).  
 Health-Related Quality of Life. Five items were adapted from the Healthy Days Measure 
used by the U.S. Centers for Disease Control and Prevention (CDC, 2000) to measure physical 
health over the past 30 days. For one item, participants rated their overall health (“excellent,” 
“very good,” “good,” “fair,” or “poor”); for the remaining items, participants indicated how 
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many days (roughly) during the past month their health had limited their functioning. Scores 
were a prorated mean calculated for all participants who answered at least half of the items in the 
scale, with higher scores indicating better physical health over the past 30 days. In our sample, 
internal consistency (Cronbach’s alpha) was .75. See Appendix for items.  
 Internalizing Symptoms. Nine internalizing items from the Trauma Symptom Checklist 
for Children (Briere, 1996) were included. We assessed the following symptoms over the past 30 
days: loneliness, sadness, feeling bad, guilt, worry, dissociation, intrusive thoughts, and bad 
memories. Participants answered on a 4-point Likert scale ranging from “not true” to “very true;” 
scores were calculated for all participants who answered at least half of the items in the scales, 
and were a pro-rated mean with higher scores indicating fewer internalizing symptoms. In our 
sample, internal consistency (Cronbach’s alpha) was .90. See Appendix for items.  
 Subjective Well-Being. Five items were adapted from the Satisfaction with Life Scale 
(Diener, Emmons, Larsen, & Griffin, 1985) to measure a person’s subjective well-being and 
general satisfaction with life. Participants answered on a 4-point Likert scale ranging from “not 
true” to “very true.” A sample item reads, “the conditions of my life are excellent.” For all 
participants who answered at least half of the items in the scale, scores were a prorated mean, 
with higher scores indicating more positive regard. In our sample, internal consistency 
(Cronbach’s alpha) was .87. See Appendix for items.
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RESULTS 
Missing Data 
Participants were excluded from analyses if they were missing more than half of the 
items on any scale. For participants missing less than half of the items on a scale, mean scores of 
available items on all Likert-type scales (i.e., all scales except victimization) were multiplied by 
the number of items in the scale to create a prorated mean score.  
For both lifetime and recent exposure to violence scales, missing values were replaced 
with a 0, making them statistically equivalent to any non-endorsed item. While this method 
possibly underestimates victimization (if participants skipped sensitive items that they actually 
experienced), we chose to err on the conservative side. Similarly, for data on developmental 
period of victimization, missing values were coded as 0, regardless of whether the participant 
chose to skip the question or was not presented with the item (follow-up items on developmental 
periods were only asked of incidences that the participant initially endorsed as having 
experienced recently or in their childhood, depending on the wording of the stem item).  
Descriptive Statistics 
 See Table 1 for the age distribution of the sample. Ranges, means, and standard 
deviations for all scales are presented in Table 2. Table 3 presents the distribution of scores for 
both recent and lifetime victimization, and Table 4 presents the distribution of victimization 
across the lifespan. Correlations between measures are presented in Table 5. To examine age 
patterns, correlations were run for both the full sample and by age group. Age groups were 
created to parallel the age groups in the victimization follow-up items, and they consist of 
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participants who are: 12 to 18 years old (n = 330), 19 to 25 years old (n = 441), and 26 to 30 
years old (n = 252).  
 Among all age ranges, correlations between all outcomes—physical health, internalizing 
symptoms, and satisfaction with life—were all positive and significant. Similarly, correlations 
between victimization and all other variables were significant and negative. Only one non-
significant correlation emerged; the relation between community support and internalizing 
symptoms was not significant among 12 to 18 year old participants. However, for the sample as a 
whole, that relation was significant (r = .164, p < .001). To further analyze age patterns, Fisher’s 
Z was computed to determine whether correlations between variables significantly differed 
between age ranges. Only three significant differences emerged. When comparing adolescents 
(12 to 18 years old) to young adults (19 to 25 years old), the relation between internalizing 
symptoms and community support was stronger for young adults than it was for adolescents (z = 
-1.67, p = .047). When comparing middle adults (26 to 30 years old) to the other age groups, two 
significant differences emerged; the relation between satisfaction with life and recent 
victimization was stronger for middle adults than it was for both adolescents (z = 1.86, p = .031) 
and young adults (z = 2.21, p = .013) 
Covariates 
A one-way between subject analysis of variance (ANOVA) was used to determine 
whether any of the predictors or outcomes varied as a function of race, gender, or income (see 
Table 6 for F statistics). Race was re-coded into three groups: White (n = 764, 81%), Black (n = 
104, 11%), and Latino/a (n = 76, 8%). None of the predictors or outcomes varied by race, so race 
was not included as a covariate in further analyses.  
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Both physical health and internalizing symptoms varied by gender; therefore, 
independent samples t-tests were used to further explore the relation. Males tended to have 
higher means for both internalizing symptoms (t (992) = 2.84, p = .005) and physical health (t 
(985) = 4.86, p = .005) than did females; generally, males tended to experience fewer 
internalizing symptoms and have better overall physical health.  
All three outcomes and both predictors varied by income; therefore, Tukey’s Honestly 
Significant Difference (HSD) test was used to explore pairwise comparisons of means. Broadly, 
participants with higher household incomes (above $50,000 per year) had better physical health, 
fewer internalizing symptoms, increased satisfaction with life, more supportive communities, 
and less lifetime victimization than did participants with lower incomes. However, there were a 
few notable exceptions, including: participants earning between $20,000 and $50,000 did not 
differ significantly from those earning more than $50,000 on internalizing symptoms, 
satisfaction with life, or either measure of victimization. These differences suggest that above a 
certain income, outcomes no longer vary by income. Similarly, participants in the middle 
category ($20,000 to $50,000) did not differ from those earning less than $20,000 on measures of 
community support or victimization. Collectively, these non-significant differences suggest that 
while outcomes vary by income, the largest effects are seen between the lowest earning group 
(less than $20,000) and the highest earning group (more than $50,000).  See Table 7 for all 
pairwise mean differences.  
Regression Analyses 
To examine the relation between community support, victimization, and well-being, we 
ran a series of three linear regressions with physical health, internalizing symptoms, and 
satisfaction with life as outcomes. Continuous predictor variables of interest were centered, then 
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interaction terms were created by multiplying: community support by age, community support 
by both recent and lifetime victimization, and age by both recent and lifetime victimization (for a 
total of five interaction terms).  
Both gender and income were entered into step 1 as covariates. To begin to explore age 
patterns, both linear and quadratic age terms were also entered in step 1. In step 2, community 
support and both measures of victimization were entered. In step 3, two-way interaction terms 
were entered. Due to the large number of interaction terms, the interactions involving age and the 
interactions involving community support and violence were entered into separate models. 
Because the quadratic term for age significantly predicted physical health, physical health 
regressions were explored separately in different age groups.  
Physical Health. Results of regression models are presented in Tables 8 and 9. Although 
the linear term for age did not significantly predict physical health, the quadratic term for age, 
gender, and income all significantly predicted physical health in all three steps of the model. As 
income increased, so too did physical health. The significant quadratic term for age indicates that 
the relation between age and physical health is not linear. Rather, physical health tended to 
increase from early through late adolescence, but after early adulthood, it began to decline 
steadily with age. The two age terms, gender, and income accounted for 6% of the variance (R2 = 
.061, p < .001). As hypothesized, community support showed main effects for physical health, 
with health increasing as support increased. Also as hypothesized, both measures of 
victimization showed main effects as well, where health decreased as both recent and lifetime 
victimization increased. The covariates, age terms, and main effects accounted for 14% of the 
overall variance (R2 = .138, p < .001). None of the interaction terms were statistically significant, 
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indicating that neither age nor community support moderate the relation between exposure to 
violence and physical health.  
Physical Health by Age Group. The quadratic term for age significantly predicted 
physical health; therefore, the effects of age on physical health were plotted (see Figure 1) and 
the regression models predicting physical health were tested on three different age groups (as a 
quadratic pattern for age would make interactions between age and other predictors more 
difficult to detect). Table 10 presents the regression results, and Table 11 presents descriptive 
statistics for physical health by age group. The age groups were created to parallel the 
developmental periods in the measure: Adolescents were 12 to 18 year olds, young adults were 
19 to 25 year olds, and middle adults were 26 to 30 year olds. Patterns of relation between 
variables did not markedly differ between age groups. In step 1, income remained a significant 
predictor for all groups, with higher income associated with better overall physical health. 
Similarly, at step 2, main effects for both community support and lifetime victimization were 
observed in all three groups. Living in a more supportive community and fewer domains of 
lifetime victimization are both associated with better physical health. Several other predictors 
approached statistical significance (p < .075), including recent victimization (in adolescents and 
young adults) and an interaction between recent victimization and community support, 
suggesting that moderation might be found in either a larger sample or if exposure to violence 
had a larger statistical range.  
Internalizing Symptoms. Unlike physical health, the linear age term significantly 
predicted internalizing symptoms, whereas the quadratic term did not; as age increased, 
internalizing symptoms decreased. Similarly, as income increased, internalizing symptoms 
decreased. The two age terms, gender, and income accounted for 4% of the overall variance (R2 = 
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.038, p < .001). Like physical health, significant main effects were observed for both community 
support and both measures of victimization. As hypothesized, greater community support was 
significantly associated with fewer internalizing symptoms, while both measures of victimization 
positively predicted internalizing symptoms. This model accounted for 20% of the overall 
variance (R2 = .204, p < .001). No significant interactions were observed, indicating that neither 
age nor community support moderate the relation between victimization and internalizing 
symptoms.  
Satisfaction With Life. Of the covariates entered, only income significantly predicted 
satisfaction with life; as income increases, so too does subjective well-being. Neither age nor 
gender significantly predicted life satisfaction. Step 1 accounted for 4% of the overall variance 
(R2 = .036, p < .001). Much like physical health and internalizing symptoms, positive main 
effects were observed for community support. Although negative main effects were observed for 
recent victimization, lifetime victimization did not significantly predict satisfaction with life. 
This model accounted for 12% of the overall variance (R2 = .117, p < .001). Once again, no 
interaction terms significantly predicted life satisfaction, indicating that neither age nor 
community support moderate the relation between exposure to violence and satisfaction with 
life. 
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DISCUSSION 
 This study considered how both recent and lifetime exposure to violence negatively affect 
three components of well-being—physical health, internalizing symptoms, and life satisfaction—
and how positive, supportive communities might help to buffer against those negative impacts. 
As hypothesized, both recent and lifetime victimization were related to decreased health and 
increased internalizing symptoms; recent victimization was also related to less overall life 
satisfaction. Also as expected, community support was positively associated with all three 
outcomes; living in a prosocial, cohesive community was related to better physical health, fewer 
internalizing symptoms, and increased life satisfaction. Although (contrary to expectations) 
community support did not appear to buffer effects of exposure to violence, the positive 
associations with multiple facets of well-being suggest that it remains an important factor that 
might inform future research on prevention and intervention. The effects of community support 
did not appear to vary by age, suggesting that community support could positively influence a 
wide range of people across developmental stages.  
Exposure to Violence 
 The current study contrasted the independent effects of both recent and lifetime 
polyvictimization. Recent victimization (i.e., the number of domains of victimization 
experienced in the current developmental period) was a significant predictor across all outcomes; 
all three aspects of well-being were adversely affected as the number of domains in which 
somebody had been recently victimized increased. Similarly, lifetime victimization was 
negatively associated with both physical health and internalizing symptoms, suggesting that the 
long-term impacts of exposure to violence can adversely impact health even after statistically 
controlling for more recent exposures.  
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These findings both fit with and expand upon the existing literature on the adverse effects 
of exposure to violence. Prior research on polyvictimization has shown that the adverse impacts 
of exposure to multiple types of violence across the lifespan significantly increases trauma 
symptoms (Finkelhor et al., 2011), and several studies have documented the relation between 
victimization and physical and mental health (e.g., Buckner et al., 2004; Draper et al., 2008; 
Finkelhor, Ormrod, et al., 2009; Finkelhor et al., 2011). Longitudinal studies have documented 
that childhood victimization can have adverse effects on well-being even into adulthood 
(Copeland et al., 2013; Covey et al., 2013; Currie & Spatz-Widom, 2010). Similarly, researchers 
have proposed many pathways through which childhood exposure to violence can leave a victim 
at higher risk for later exposure (e.g., Kendall-Tackett, 2002). However, few studies have 
considered total lifetime exposure and recent exposure in conjunction with each other (for an 
exception, see Finkelhor, Ormrod, et al., 2009). Including both past and recent victimization in 
the same statistical model might offer a more complete picture of the victimization that many 
people face, and allows us to begin examining the effects of both past and recent victimization 
on current well-being. As Finkelhor and colleagues (2009) note, this approach provides a 
framework for studying the effects of cumulative victimization and helps account for the 
intersection of different types of violence by measuring co-occurring victimizations.  
Community Support  
Community support was a statistically significant predictor of all three outcomes, and 
was consistently associated with improved well-being. These findings support the existing 
research that suggests that communities could be potential targets for intervention efforts 
(Masten, 2007). Interventions that bolster community support could reach a wide audience, while 
simultaneously promoting multiple health outcomes. For example, community characteristics 
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have been linked to physical health (e.g., Pickett & Pearl, 2001), internalizing symptoms (e.g., 
Leventhal & Brooks-Gunn, 2000), and subjective well-being (e.g., Davidson & Cotter, 
1991).The current study’s findings support that positive community ties are associated with 
overall wellness. Further, the exploratory age analyses for physical health expand on the existing 
literature, as they suggest that community support is an important component of physical health 
for both adolescents and adults. As community support is a potentially malleable factor that 
affects audiences across age ranges (Masten, 2007), interventions that create, foster and sustain 
prosocial, supportive communities could promote multiple aspects of well-being.  
Similarities and Differences Among Outcomes 
The most notable similarities across physical health, internalizing symptoms, and life 
satisfaction are the main effects of recent victimization and community support; recent 
victimization adversely affected all three outcomes, while community support had a positive 
impact on all three. Similarly, income also predicted all three outcomes. This finding is both 
expected and consistent with the existing literature, as research has linked lower income to less 
supportive, unsafe communities (e.g., Leventhal & Brooks-Gunn, 2000), decreased physical and 
mental health (e.g., Gresenz, Sturm, & Tang, 2001), and increased victimization (e.g., Buka et 
al., 2001). With the exception of the quadratic term for age, both physical health and 
internalizing symptoms were significantly predicted by the same set of variables; further, these 
two outcomes were predicted by both measures of victimization, indicating that both a history of 
victimization and more recent victimization adversely affect physical health and internalizing 
symptoms, even when the measures of victimization statistically control for one another.  
Satisfaction with life, however, does not share the same pattern of predictors as physical 
health and internalizing symptoms. Specifically, satisfaction with life was not related to either 
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gender or age. This finding is not entirely surprising, given that we might not expect subjective 
well-being to be as heavily influenced by fixed physical factors—such as gender—as either 
physical health or even internalizing symptoms, both of which have been extensively linked to 
age and gender (WHO, 2003). The finding that gender was not a significant predictor is 
consistent with much of the existing literature, which has found no relation between gender and 
life satisfaction (e.g., Fugl-Meyer, Melin, & Fugl-Meyer, 2002); even studies that have found 
statistically significant gender differences in subjective well-being largely report very similar 
patterns of well-being for men and women (e.g., Stone et al., 2010). However, the finding that 
age was not a significant predictor was somewhat inconsistent with the existing literature, given 
that many studies have found that increasing age is associated with increasing life satisfaction 
(e.g., Diener & Suh, 1997; Stone et al., 2010). The non-significant finding in the current study is 
potentially due to the more limited age range, as many of the studies that found age differences 
included participants who were well into middle- and late-adulthood (Diener & Suh, 1997; Stone 
et al., 2010); one study found that subjective well-being began to systematically increase around 
age 50 (Stone et al., 2010). Given these prior studies, it is possible that the current findings might 
be limited by the methodological decision to exclude participants over 30 years old.  
Regarding main effects, satisfaction with life was the only outcome for which lifetime 
violence did not have significant adverse effects. Life satisfaction was, however, positively 
associated with community support; greater community support was related to increased life 
satisfaction. These findings are consistent with existing literature that shows a positive 
association between subjective well-being and sense of community (Davidson & Cotter, 1991). 
Given that it was the only one of the three outcomes to have no relation to gender, age, or 
lifetime victimization, it stands out as the component of well-being that might be most easily 
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achievable among people of all ages. Life satisfaction was stable across variables, and the overall 
mean was fairly high, especially when considering that the sample is largely low-income. These 
findings also underscore the need to include subjective measures of well-being alongside more 
traditional indicators. Resilient people encounter social disadvantage and significant amounts of 
adversity, yet also report high levels of life satisfaction (Diener & Suh, 1997), meaning that their 
well-being is best captured using both traditional economic indicators (such as income or census 
data) and subjective indicators in tandem. In light of these findings and those of prior studies, it 
appears that life satisfaction might be a component of well-being that intervention programs 
could target broadly, as it could be enhanced for both males and females of any age.  
Community Support, Exposure to Violence, and Age 
The current study found that both community support and exposure to violence operate 
very similarly across multiple age ranges. Across all age groups, well-being is positively 
associated with community support and negatively associated with exposure to violence.  The 
first set of exploratory age analyses comparing correlations among the different age groups 
revealed only three differences, that disappeared in regression analyses controlling for 
covariates, underscoring the overall similarities between age groups. Regression analyses also 
suggest that community support and victimization operate similarly across ages, as no significant 
interactions were found between age and other predictors. Further, analyses predicting physical 
health also suggest similarities across age groups. Much like regressions run on the full sample 
(Tables 8 and 9), community support positively predicted physical health for all three age ranges 
(Table 10). Patterns in victimization also showed similarities across age ranges. Recent 
victimization was not a statistically significant predictor of physical health for any of the three 
age ranges, while lifetime victimization significantly predicted physical health for all three age 
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ranges. Overall, results indicated that across all ages community support positively predicts well-
being, while victimization has negative impacts.    
These patterns suggest that a history of polyvictimization over multiple developmental 
periods may have a more negative impact on physical health than recent polyvictimization, 
which is consistent with the developmental literature that shows that violence at an early age can 
have long-lasting effects on physical health (Draper et al., 2008; Kendall-Tackett, 2002; Krug & 
World Health Organization., 2002; Olofsson et al., 2012). Given that childhood and adolescence 
are crucial developmental periods (WHO, 2015a, 2015b), it is not surprising that exposure to 
violence during these periods can adversely affect physical health into adulthood. Unlike 
victimization, age patterns in community support are largely understudied. While community 
support has been linked to well-being in adults (Davidson & Cotter, 1991), much less is known 
about how it operates in adolescents. Therefore, while the main effects seen in the current study 
are only a start to understanding how community constructs fit with developmental theories, they 
suggest that community support can function as a positive influence for both adolescents and 
adults, and they underscore the need for interventions to foster supportive community 
environments for people of all ages.  
Developmental Timing   
Contrary to expectations, the current study did not find that community support 
moderates the relation between victimization and well-being. These null findings might be 
partially attributed to the measurement of current community support. More research is needed 
to determine whether living in a supportive community at the time of victimization might 
moderate the relation. Given the links between victimization and maladaptive internal working 
models, which are cognitive frameworks that shape how people view their environment, 
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(Carpenter & Stacks, 2009; Kendall-Tackett, 2002), living in a supportive community at the time 
of victimization might help victims maintain a sense of self and safety despite ongoing violence 
in other ecological systems (Bronfenbrenner, 1977; Gewirtz & Edleson, 2007). For example, a 
community with safe places and supportive adults might help a child who is being victimized at 
school by reinforcing that the perpetrators—not the victim—are responsible for their abuse. 
Having a supportive environment may prevent the child from forming maladaptive internal 
working models such as “all spaces are threatening.” Although research has yet to determine if 
safe environments might interrupt the formation of maladaptive internal working models, if a 
similar process were in place, we would expect community ties at the time of victimization to 
help protect against the formation of maladaptive internal working models more than community 
ties after victimization as maladaptive internal working models might already been formed.  
Measuring Community Support 
 Regarding the measurement of community support, we must also consider the rural 
nature of the sample. The majority of the research on neighborhood effects has been conducted 
in densely-populated urban areas (De Marco & De Marco, 2010; Leventhal & Brooks-Gunn, 
2000). Well-established constructs, such as Collective Efficacy (Sampson et al., 1997), might 
operate differently in a rural setting (De Marco & De Marco, 2010). For example, many items 
ask about whether neighbors would take action if they saw something happening; however, in 
many rural places, residents may not be able to physically see very many of their neighbors 
(Domoff, Hayman, & Tompsett, 2012). Similarly, other practical considerations of positive 
neighboring—such as the availability of transportation—may operate differently in rural places; 
if a neighbor lives a mile away, lending a tool may impart more logistical challenges than if a 
neighbor lives in an apartment building across the street. More research is needed to better 
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understand the ways that communities operate in rural areas (De Marco & De Marco, 2010). 
Given the rurality of the sample, it is possible that the lack of community buffering effects found 
in the current study might be partially attributed to the ways in which community support is 
measured. 
Strengths and Limitations 
 The unique population from which these data are drawn makes this one of very few 
studies to examine well-being among a rural Appalachian population. This population is often 
difficult to reach (e.g., there are many places with no internet connection and limited cellular 
phone service), so they are often not included in psychology research. Further, this sample 
includes a fairly wide age range, allowing us to examine age patterns across adolescence, young 
adulthood, and middle adulthood.  
However, the cross-sectional nature of this dataset limits our ability to draw any causal 
conclusions about the relation between violence, community support, and well-being. Similarly, 
while the rural Appalachian sample is one of the strengths of the study, it is also one of the 
limitations, as it is likely that the unique sample limits the generalizability of findings, 
particularly given that the racial composition of the sample is primarily White. Another 
limitation to the present study is that the measurement of recent victimization and treatment of 
missing data potentially underestimates the actual rates of victimization. By dividing people into 
age categories based on their current developmental period, we are potentially missing applicable 
recent victimization for those participants on the younger end of the spectrum. For instance, 
somebody who is 19 years old and considered a young adult might have been victimized at age 
18—only one year ago—but would have only been included in the lifetime category of 
victimization, not the recent category. Similarly, the wording of the victimization items asks 
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whether victims were exposed to certain events “during your childhood,” and if people endorsed 
an item, they were then asked follow-up questions about the age at which this occurred. Because 
items specifically asked about childhood, it is possible that people were exposed during 
adulthood, but did not endorse the item and thus were not asked any follow-up questions about 
age of occurrence. Therefore, the wording of the measure likely underestimates the rates of 
exposure that happened exclusively in adulthood. Further, sexual victimization is not represented 
in the current measures of victimization as it was only asked to participants over 18 years old. 
Methodological limitations are also possible for measures of physical health and internalizing 
symptoms, as items on both measures specifically ask about “the last 30 days;” these measures 
possibly underestimate the incidence of past and/or chronic health issues. Finally, the limitations 
inherent in self-report should also be considered among the limitations of these data. 
Future Directions 
 Given that community support is a potentially malleable protective factor that could have 
wide-ranging impacts (Masten, 2007), future research could further explore how community 
support interacts with different variables (such as time lived in the community, access to outside 
resources, or other sources of social support) to promote well-being. Although the current study 
did not find that current community support moderates the negative effects of past victimization 
on health, future research could explore ways that living in a more supportive community at the 
time of victimization could serve as a protective factor. A better understanding of the different 
ways that community support promotes both well-being and resilience could also benefit 
prevention and intervention programming. For example, if supportive communities could help 
protect against the development of maladaptive internal working models, then enhancing 
community support could be a potential target for intervention efforts. Researchers and 
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community members alike would benefit from learning more about effective ways to foster 
prosocial, supportive community environments. 
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Table 1 
Age distribution of the sample.  
Age N 
% of 
Sample 
12 - 14 61 6.0 
15 - 18 269 26.3 
19 - 25 441 43.1 
26 - 30 252 24.6 
Note. N = 1023 
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Table 2  
Descriptive statistics of scales.  
Scale N Range Mean SD 
Physical Health 1014 7 - 29 23.51 4.26 
Internalizing Symptoms 1021 9 - 36 25.03 7.33 
Satisfaction with Life 986 5 - 20 14.75 4.11 
Community Support 1022 14 - 44 34.39 6.58 
Recent Victimization 1023 0 - 4 .66 .87 
Lifetime Victimization 1023 0 - 4 1.66 1.20 
Note. Internalizing Symptoms coded so that higher scores indicate better health (i.e., fewer 
symptoms). 
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Table 3 
Distribution of victimization scores.  
Polyvictimization 
Scores N % of Sample 
Recent   
      0 572 55.9 
     1 273 26.7 
     2 135 13.2 
     3 40 3.9 
     4 3 .3 
Lifetime   
     0 195 19.1 
     1 308 30.1 
     2 244 23.9 
     3 203 19.8 
     4 73 7.1 
Note. Recent victimization is defined as the number of endorsed domains during current 
developmental period. Lifetime victimization is defined as the number of endorsed domains 
during all prior developmental periods and excluding current period.  
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Table 4 
Distribution of victimization across the lifespan.  
 
N % of Sample 
Never victimized 146 14.3 
Childhood only 559 54.6 
Adulthood only 203 19.8 
Childhood and adulthood 115 11.2 
Note. Childhood is defined as 0 to 18 years old; adulthood is defined as 19 through 30 years old.
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Table 5 
Correlations between measures by age group. 
  
Internalizing 
Symptoms 
Satisfaction 
with Life 
Community 
Support 
Recent 
Victimization 
Lifetime 
Victimization 
Full Sample 
    
 
    Physical health .373** .294** .230** -.164** -.218** 
    Internalizing Symptoms 1 .315** .164** -.328** -.323** 
    Satisfaction with Life 
 
1 .259** -.169** -.145** 
    Community Support 
  
1 -.130** -.166** 
    Recent Victimization    1 .245** 
Adolescents      
    Physical health .378** .278** .271** -.207** -.296** 
    Internalizing Symptoms 1 .213** .095 -.340** -.332** 
    Satisfaction with Life  1 .284** -.161* -.095 
    Community Support 
  
1 -.084 -.171* 
    Recent Victimization    1 .408** 
Young Adults      
    Physical health .327** .274** .196** -.168** -.202** 
    Internalizing Symptoms 1 .349** .214** -.265** -.347** 
    Satisfaction with Life  1 .214** -.144* -.205* 
    Community Support 
  
1 -.152* -.214** 
    Recent Victimization    1 .355** 
Middle Adults 
   
  
    Physical health .473** .339** .234** -.175* -.192* 
    Internalizing Symptoms 1 .425** .177** -.335** -.427** 
    Satisfaction with Life 
 
1 .289** -.310** -.118 
    Community Support    1 -.194* -.122 
    Recent Victimization    1 .337** 
Note. Full Sample (N = 1022). Adolescents are 12 to 18 years old (n = 330); Young Adults are 19 to 25 years old (n = 441); Middle 
Adults are 26 to 30 years old (n = 252). Internalizing Symptoms coded so that higher scores indicate better health (i.e., fewer 
symptoms). * p < .05; ** p < .001
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Table 6 
One-way ANOVAs (used to determine covariates).  
Demographic 
Variable 
Physical 
Health 
Internalizing 
Symptoms 
Satisfaction 
With Life 
Community 
Support 
Recent 
Victimization 
Lifetime 
Victimization 
Race .82 1.39 1.25 1.63 1.70 2.22 
Gender 23.65** 8.06* .77 .00 .72 .03 
Income 17.05** 6.20* 15.29** 8.17** .08 3.73* 
Note. N ranges from 900 to 995. Internalizing Symptoms coded so that higher scores indicate better health (i.e., fewer symptoms).  
* p < .05; ** p < .001 
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Table 7  
Mean Differences (Tukey’s HSD) for post-hoc comparisons of pair-wise differences in income.  
Note. N ranges from 900 to 925. Internalizing Symptoms coded so that higher scores indicate better health (i.e., fewer symptoms).  
 * p < .05; ** p < .001 
Group 1  -  Group 2 
Physical 
Health 
Internalizing 
Symptoms 
Satisfaction 
With Life 
Community 
Support 
Recent 
Victimization 
Lifetime 
Victimization 
Less than 20,000 20,000-50,000 -1.19** -1.55* -1.13** -.86 .00 
.15 
More than 50,000 -2.16** -1.92* -1.92** -2.36** .03 .29* 
20,000-50,000 Less than 20,000 1.19** 1.55* 1.13** .86 .00 
-.15 
More than 50,000 -0.97* -.37 -.78 -1.49* .03 .14 
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Table 8  
Regression analyses exploring interactions between community support and victimization.  
 
Physical Health Internalizing Symptoms 
Satisfaction With 
Life 
Predictor R2 β R2 β R2 β 
Step 1 .061** 
 
.038** 
 
.036** 
      Age 
 
-.034 
 
.139** 
 
-.005 
     Age2 
 
-.074* 
 
.000 
 
-.027 
     Gender 
 
-.129** 
 
-.086* 
 
.031 
     Income 
 
.177** 
 
.115** 
 
.188** 
Step 2 .138** 
 
.204** 
 
.117** 
      Age 
 
-.029 
 
.134** 
 
-.025 
     Age2 
 
-.072* 
 
.002 
 
-.018 
     Gender 
 
-.131** 
 
-.085* 
 
.031 
     Income 
 
.138** 
 
.071* 
 
.150** 
     Community Support 
 
.161** 
 
.111** 
 
.221** 
     Recent Vic 
 
-.099* 
 
-.211** 
 
-.126** 
     Lifetime Vic  -.149** 
 
-.259** 
 
-.050 
Step 3 .141** 
 
.205** 
 
.122** 
      Age 
 
-.031 
 
.134** 
 
-.023 
     Age2 
 
-.071* 
 
.002 
 
-.020 
     Gender 
 
-.129** 
 
-.086* 
 
.029 
     Income 
 
.137** 
 
.071* 
 
.153** 
     Community Support 
 
.154** 
 
.113** 
 
.230** 
     Recent Vic 
 
-.103* 
 
-.210** 
 
-.120* 
     Lifetime Vic  -.150** 
 
-.258** 
 
-.049 
     CS x Recent Vic 
 
-.021 
 
.001 
 
.032 
     CS x Lifetime Vic   .057   -.020   -.072 
Note. CS = Community Support. N = 901. Internalizing Symptoms coded so that higher scores indicate better health (i.e., fewer 
symptoms). * p < .05; ** p < .001 
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Table 9 
Regression analyses exploring age interactions.  
 
Physical Health 
Internalizing 
Symptoms Satisfaction With Life 
Predictor R2 β R2 β R2 β 
Step 1 .061** 
 
.038** 
 
.036** 
      Age 
 
-.034 
 
.139** 
 
-.005 
     Age2 
 
-.074* 
 
.000 
 
-.027 
     Gender 
 
-.129** 
 
-.086* 
 
.031 
     Income 
 
.177** 
 
.115** 
 
.188** 
Step 2 .138** 
 
.204** 
 
.117** 
      Age 
 
-.029 
 
.134** 
 
-.025 
     Age2 
 
-.072* 
 
.002 
 
-.018 
     Gender 
 
-.131** 
 
-.085* 
 
.031 
     Income 
 
.138** 
 
.071* 
 
.150** 
     Community Support 
 
.161** 
 
.111** 
 
.221** 
     Recent Vic 
 
-.099* 
 
-.211** 
 
-.126** 
     Lifetime Vic -.149** 
 
-.259** 
 
-.050 
Step 3 .145** 
 
.204** 
 
.120** 
      Age 
 
-.021 
 
.134** 
 
-.027 
     Age2 
 
-.076* 
 
.004 
 
-.025 
     Gender 
 
-.138** 
 
-.085* 
 
.034 
     Income 
 
.139** 
 
.071* 
 
.148** 
     Community Support. 
 
.158** 
 
.112** 
 
.229** 
     Recent Vic 
 
-.084* 
 
-.210** 
 
-.135** 
     Lifetime Vic -.167** 
 
-.258** 
 
-.047 
     Age x Recent Vic 
 
.057 
 
.005 
 
-.032 
     Age x Lifetime Vic .050 
 
-.004 
 
.001 
     Age x CS   .035  .007  -.055 
Note. CS = Community Support. N = 901. Internalizing Symptoms coded so that higher scores indicate better health (i.e., fewer 
symptoms). * p < .05; ** p < .001
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Table 10 
Regression analyses exploring interactions between community support and victimization on 
physical health by age group. 
 
Adolescents Young Adults Middle Adults 
 
R2 β R2 β R2 β 
Step 1 .028*  .063**  .095**  
     Gender  -.070  -.199**  -.083 
     Income  .146*  .133*  .288** 
Step 2 .181**  .115**  .168**  
     Gender  -.090  -.191**  -.105 
     Income  .112*  .094  .256** 
     Community Support  .194**  .114*  .206* 
     Recent Vic  -.115  -.079  .017 
     Lifetime Vic  -.239**  -.129*  -.156* 
Step 3 .183**  .123**  .184**  
     Gender  -.083  -.195**  -.098 
     Income  .117*  .095*  .253** 
     Community Support  .208*  .091  .205* 
     Recent Vic  -.118  -.098  .038 
     Lifetime Vic  -.236**  -.127*  -.173* 
     CS x Recent Vic  .007  -.098  .076 
     CS x Lifetime Vic  .047  .042  .098 
Note. CS = Community Support. Adolescents are 12 to18 years old (n = 264); Young Adults are 
19 to 25 years old (n = 411); Middle Adults are 26 to 30 years old (n = 226). Internalizing 
Symptoms coded so that higher scores indicate better health (i.e., fewer symptoms).  
* p < .05; ** p < .001 
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Table 11  
Descriptive statistics of physical health scores by age group.  
Age Group N Mean SD 
12 - 18 325 23.52 3.95 
19 - 25 440 23.74 4.24 
26 - 30 249 23.09 4.68 
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Figure 1. Average physical health scores by age.  
Note. N = 1,014. Age ranges from 12 to 30 years old. 
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APPENDIX A 
Victimization Measures 
Juvenile Victimization Questionnaire 
All items are yes/no. Item 10 is not asked of participants under 18 years old.  
1. At any time in your life, in real life, did you SEE anyone get attacked or hit on purpose WITH 
a stick, rock, gun, knife, or something that would hurt? Somewhere like at home, at school, at 
a store, in a car, on the street, or anywhere else? 
2. At any time in your life, in real life, did you SEE anyone get attacked or hit on purpose 
WITHOUT using a stick, rock, gun, knife or something that would hurt? 
3. During your childhood, did any kids, even a brother or sister, pick on you by chasing you, 
grabbing you, or by making you do something you didn't want to do? 
4. During your childhood, did you get scared or feel really bad because kids were calling you 
names, saying mean things to you, or saying they didn’t want you around? 
5. During your childhood, did any kids ever tell lies or spread rumors about you, or try to make 
others dislike you? 
6. During your childhood, did any kids ever keep you out of things on purpose, exclude you from 
their group of friends, or completely ignore you? 
7. Sometimes kids are hit by brothers, sisters, or cousins. During your childhood, did another 
child in your family ever hit or attack you on purpose? Somewhere like: at home, at school, at 
a store, in a car, on the street, or anywhere else? 
8. During your childhood, did any other kid ever hit you on purpose? 
The next set of questions are about people who have taken care of you – that would include your 
parents, stepparents, and your parents’ boyfriends or girlfriends, whether you lived with them or 
not. It would also include other grown-ups, like grandparents or foster parents, if they took care 
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of you on a regular basis. When we say “parent” in these next questions, we mean any of these 
people.  
 
9. During your childhood, did one of your parents threaten to hurt another parent and it seemed 
they might really get hurt? 
10. During your childhood, did one of your parents, because of an argument, break or ruin 
anything belonging to another parent, punch the wall, or throw something? 
11. During your childhood, did one of your parents get hit or pushed by another parent? 
12. During your childhood, did one of your parents get kicked, choked, or beat up by  another 
parent? 
13. Now we want to ask you about fights between any grown-ups and teens, not just between 
your parents. During your childhood, did any grown-up or teen who lived with you push, hit, 
or beat up someone else who lived with you, like a parent, brother, grandparent, or other 
relative? 
Next, we are going to ask about grown-ups who took care of you. This means parents, adults who 
lived with you, or others who watched you. 
 
14. Not including spanking on your bottom, during your childhood did a grown-up in your life 
hit you? 
15. When you were a child, did you get scared or feel really bad because grown-ups called you 
names, said mean things to you, or said they didn’t want you? 
16. When someone is neglected, it means that grown-ups didn’t take care of them the way they 
should have. They might not get them enough food, take them to the doctor when they are 
sick, or make sure they have a safe place to stay. During your childhood, were you 
neglected? 
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17. Was there a time in your life that you often had to look after yourself because a parent drank 
too much alcohol, took drugs, or wouldn’t get out of bed? 
18. Was there a time in your life when you often had to go looking for a parent because the 
parent left you alone, or with brothers and sisters, and you didn’t know where the parent 
was? 
19. Was there a time in your life when your parents often had people over at the house who you 
were afraid to be around? 
 Partner Victimization Scale 
Items are only asked of participants who reported having been in at least one relationship.  
Answer the next questions about any boyfriend, girlfriend, husband, or wife you have had, 
including exes.  
 
1. Not including horseplay or joking around, my partner threatened to hurt me and I thought I 
might really get hurt. 
2. Not including horseplay or joking around, my partner pushed, grabbed, or shook me. 
3. Not including horseplay or joking around, my partner hit me. 
4. Not including horseplay or joking around, my partner beat me up. 
5. My partner made me do sexual things when I didn’t want to. 
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APPENDIX B 
Community Support Measures 
Collective Efficacy Items 
1. My neighbors would take action if children were showing disrespect to an adult. 
2. My neighbors would take action if a fight broke out in front of their house. 
3. People in my neighborhood can be trusted. 
4. People in my neighborhood generally don’t get along with each other. 
 
Support for Community Youth Items 
1. In this community, youth (between the ages of 10-18) are supported and valued by community 
leaders.  
2. In this community, youth (between the ages of 10-18) have interesting and meaningful ways 
to spend their time.  
 
Informal Community Support Items 
1. People in my neighborhood offer help to one another in times of need.  
2. People in my neighborhood talk to or visit with their neighbors.  
3. Where you live now, are there friends or neighbors who would let you borrow something such 
as tools, chairs, or food? 
4. Where you live now, are there friends or neighbors who would give you a ride if you needed 
it? 
5. Where you live now, are there friends or neighbors who would take care of someone’s 
children in an emergency? 
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APPENDIX C 
Well-Being Measures 
Health-Related Quality of Life 
1. Would you say that, in general, your health is: 
Responses: Excellent, Very good, Good, Fair, Poor 
 
2. During the past 30 days, how many days was your physical health, which includes physical 
illness and injury, not good?  
3. During the past 30 days, for about how many days did poor physical or mental health keep you 
from doing your usual activities, such as self-care, school/work, or recreation?  
4. During the past 30 days, for about how many days did PAIN make it hard for you to do your 
usual activities, such as self-care, school/work, or recreation?  
5. During the past 30 days, for about how many days have you felt VERY HEALTHY AND 
FULL OF ENERGY?  
Internalizing Symptoms 
These statements describe things that people sometimes think, feel, or do. Please tell me how true 
each of the following things have been for you in the last month.  
 
1. Feeling lonely. 
2. Feeling sad or unhappy in the last month. 
3. Feeling stupid or bad in the last month. 
4. Feeling like you did something wrong in the last month.  
5. Worrying about things in the last month.  
6. Trying not to think in the last month.  
7. Having scary ideas or pictures just pop into your head in the last month.  
8. Remembering things that happened that you didn’t like in the last month.  
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9. Remembering things that you don’t want to remember in the last month.  
 
Subjective Well-Being 
1. In most ways my life is close to my ideal. 
2. The conditions of my life are excellent. 
3. I am satisfied with my life. 
4. So far I have gotten the important things I want in life. 
5. If I could live my life over, I would change almost nothing. 
 
 
